The financial, opportunity and social costs and benefits of providing informal support to frail older people are described within an economic framework. Mentally and\or physically frail older people were identified through screening interviews with random community samples of people aged  and over in four UK areas :  frail older people living in private households nominated key informal supporters and  of these supporters were interviewed. Around half the supporters reported financial costs ( per cent) or lost social opportunities ( per cent). A minority of supporters had reduced their working hours or withdrawn from employment because of caregiving. Nearly all supporters reported at least one social cost ( per cent) and identified at least one positive aspect of caregiving ( per cent). Co-resident supporters were more likely to report opportunity costs and loss of health and well-being. Daughters supporting a frail parent were generally most likely, and friends or neighbours least likely, to report each type of cost. Supporters of older people who were both mentally and physically frail reported significantly greater opportunity and social costs. The benefits of caregiving were not consistently related to co-residency, relationship of supporter or frailty type. Possible strategies for decreasing the costs and increasing the benefits of caregiving are discussed.
Introduction
For at least two decades it has been government policy in the UK to maintain frail older people at home as long as is viable (DHSS  ; DHSS  ; Secretaries of State for Health ). The majority of older people, when asked, report a preference for remaining at home even when increasing frailty requires support from families (Salvage et al. ) . Families provide the majority of support to older people who are living at home (Parker ) . Not all families, however, are able and willing to support their frail older relatives at home (Levin et al. ) .
Studies of informal support for older people have burgeoned in the last decade (Twigg and Atkin ) . The majority of British studies are cross-sectional, often based on single localities and unrepresentative of the general population. They tend to focus on the ' burden ' or the social costs of providing support to older people (for example, Ungerson  ; Morris et al.  ; Levin et al.  ; Nolan et al.  ; O'Connor et al.  ; Anderson ) .
The full economic costs to informal supporters of providing support to older people have rarely been estimated because of the technical problems involved (Chetwynd ). Attempts to do so include Nissel (), Joshi (), Netten (), Caring Costs (), Nissel and Bonnerjea (), Phillips (), McLaughlin and Ritchie (), and Philp et al. () . The OPCS surveys of  (Harris et al. ) and  (Martin et al. ) collected limited cost data on the additional financial costs of disability among older people. Glendinning () has estimated the effect on the earnings of people of working age who provide support. McLaughlin () studied the additional expenditure incurred by recipients of the Invalid Care Allowance, while Horton and Berthoud () have studied Attendance Allowance claimants. There is substantial evidence from these studies that informal supporters suffer financially from extra expenditure or reduced earnings. However, Challis and Davies () estimated financial costs for earnings foregone and other expenses incurred and concluded ' most informal carers did not seem to bear substantial financial caring costs ' ( : ).
Few studies have considered the benefits to families and friends of providing informal support (Aronson  ; Clifford  ; Hinrichsen et al.  ; Grant and Nolan ) . Benefits may arise from reciprocity or repaying for past care when the supporter needed help (Finch  ; Qureshi and Walker ) . Other potential benefits of caregiving include improved relationships between supporters and recipients, fulfilment of a social obligation, satisfaction from providing the best possible care, and an outlet for the caregiver's altruism (e.g. Nolan et al. ) .
Relatively little is known about the relationship between the type of disability of the cared-for person and the costs and benefits of caregiving. Studies have tended either to treat caregivers as a homogeneous group irrespective of the nature of the disability (e.g. Martin et al. ) , or have focused on caregivers of people with a particular disability (e.g. Levin et al.  ; Anderson ) . Comparative studies have not consistently confirmed the commonly held view that supporting people with cognitive impairments is more stressful than supporting people who are physically frail (Gilleard  ; Eagles et al.  ; Draper et al.  ; Yeatman et al.  ; Wijerantne and Lovestone ) . Since several of the studies (e.g. Gilleard  ; Draper et al.  ; Wijerantne and Lovestone ) focused on caregivers of users of day centres, the extent to which the findings are applicable to other caregivers is unclear.
Although a number of authors have suggested that men have a different approach to caregiving from women (e.g. Zarit et al.  ; Twigg and Atkin ) , studies of stress experienced by male and female caregivers of older people have produced mixed findings. While some have reported significantly greater stress amongst female caregivers (e.g. Cantor  ; George and Gwyther ), others have found no difference in levels of stress according to gender (e.g. Zarit et al.  ; Fitting et al.  ; Carlson and Robertson ) . There is evidence that caregiving has a greater impact on the paid employment of female caregivers, with women being more likely to withdraw from paid employment (e.g. Stone et al. ) , and to report a range of difficulties at work (Martin et al. ) . There has been little empirical work on the relationship between the benefits of caregiving and characteristics of caregivers, although links between gender and certain benefits have been proposed. For example, it has been suggested that the work of male caregivers is likely to be acknowledged and admired whereas similar efforts by female caregivers pass unnoticed (Twigg and Atkin  ; Rose and Bruce ). Nolan et al. () found only limited evidence of gender differences in sources of satisfaction.
Co-residency is known to be associated with the type of help provided (e.g. Parker and Lawton ). The relationship between social costs and co-residency appears, however, to be less straightforward and may vary according to other factors, for example, the amount of help provided (Sinclair et al. ) and the type of frailty of the cared-for person (Yeatman et al. ) .
Many studies have focused on a single group of caregivers, most often spouses (e.g. Zarit et al.  ; Pruchno and Potashnik ) or daughters (e.g. Lewis and Meredith ). There is clear evidence that the level of involvement and type of help provided is significantly associated with the relationship of the caregiver to the cared-for person, with friends and neighbours having a more peripheral role than relatives (e.g. Green  ; Sinclair et al.  ; Wenger  a) . Although Gilhooly () suggested that stress is inversely related to distance in terms of kinship, with caregivers holding close kinship ties experiencing higher levels of stress, this has not been supported by other studies (e.g. Levin et al.  ; Jones and Vetter ) . In their study of the benefits of caregiving, Nolan et al. () found that spouse caregivers were significantly more likely than daughters to identify eight (of thirty) items as sources of satisfaction. Since co-residency, relationship and gender of the caregiver are all interrelated, it is likely that some of the inconsistencies between studies are caused by the lack of multivariate analysis (Parker ) .
This paper brings together all aspects of financial and social costs as well as the perceived benefits of informal support. It is based on an analysis of cross-sectional data at initial interview from a two-year longitudinal study of the resource implications of mental and physical frailty among older people. The aims of the paper are to assess the costs and benefits of providing informal support to mentally or physically frail older people living in private households in order to highlight the implications for social policy, and to clarify the relationship between costs and benefits and co-residency, gender and relationship of the informal supporter and the type of frailty of the older person.
The next section describes the methodological approaches used to assess costs and benefits. Using a societal perspective, measurement and valuation principles are set out in a standard cost-benefit framework. The design of the study and the characteristics of frail older people and their informal supporters are then described. The role of informal supporters in the present study is summarised in order to contextualise the detailed examination of costs and benefits of informal support which follows. The key findings are summarised in terms of three themes associated with the costs and benefits of caregiving : coresidency of supporters, the relationship between subject and supporter, and the type of frailty. The paper concludes by identifying policy implications.
An economic perspective on caregiving
The key costs and benefits of informal support are schematically summarised in Table  
Financial costs
It is clear that supporting a frail older person may have financial implications for supporters. For example, non-resident supporters may incur travelling expenses when visiting the older person. Additional household expenses may arise where the frail older person requires a special diet or where incontinence leads to increased laundry costs. In the present study, information on financial costs was collected by questioning supporters on their perceptions and estimates of increased household expenditures. The data collected are subject to the usual difficulties when collecting financial information. Few people have a clear idea about the amount they spend on small to medium sized commodities, and they have difficulty in disaggregating expenditure arising from the disabilities of one person from general household expenditure (Parker  ; Netten and Beecham ) .
Time costs
The rationale for evaluating time costs is that time, like all resources, is scarce and has value in alternative uses or, in other words, has an opportunity cost. For informal supporters time spent providing support to others will have alternative uses either for work or leisure. The concept of opportunity cost suggests that the measurement of caregiving time costs requires two major pieces of information -the quantification of time used and the identification of the alternative uses to which that time could be put. Neither of these tasks is easy.
Measurement of caregiving time.
Quantification of time is difficult as supporters may not be able to report or record accurately the time spent providing support for the subject. There is also the problem of identifying whether an activity is undertaken solely because of the frailty of the subject. For example, activities such as personal care will be easy to classify, but others such as general household duties, social visiting and meal preparation are more difficult ; all or part of the time used may be devoted to activities which would have occurred in the absence of frailty. Even if the frail older person were not in the household, the time taken over some activities would not decrease (e.g. general household cleaning) and, for other activities, there may be only small changes in the time taken (e.g. meal preparation). Similarly, it is often difficult to distinguish between time spent in the house to ensure the safety of the subject during which usual indoor interests can be followed, from time spent providing intense surveillance which precludes all other activity.
These difficulties in measuring time spent caregiving could have been overcome by using direct observation or by a detailed time budget technique (Robinson ) . However, such methods were beyond the scope of the present study. Instead respondents were asked to complete a simple contact grid covering all times of the day and night of the previous seven days. Each day of the week was divided into eight time periods :
$ Rising to breakfast (up to  a.m.) ;
; $ Going to bed ; and $ Night. Respondents were asked to trace backwards from the previous day, indicating whether or not they had been in contact with the frail older person during each time period. The grid therefore provided information on the number of periods of contact and timing, and regularity of contact between caregivers and the frail older person they supported, though not on the duration of contact.
The limitations of this grid are fairly apparent. The researcher's definition of social time may not fit with respondents' actual time for providing meals or for subjects' times for rising and going to bed. Overlap between categories may be substantial so that some respondents may be recorded as having contact in two time periods, whereas another respondent who spent more time with the subject may only be recorded as having contact in a single time period.
A range of approaches to valuing time spent caregiving have been used, but so far it has not been possible to identify a single value that can be appropriately applied to informal caregiving (Netten and Beecham ) . In view of the difficulties in obtaining accurate information on the time spent caregiving and in valuing such time, no attempt was made to place a value on time costs for individual supporters in the present study.
Identification of alternative uses of caregiving time.
Although the main alternative uses of time may be work or recreation, difficulties occur in identifying opportunity costs for supporters who are unable to take up their preferred choice because of constraints other than those imposed by caregiving. For example, there may be people who are unemployed but who would otherwise work despite having to undertake caring activities. Empirically, it is also possible to find people who feel they have excess leisure time and who regard caregiving as a release from the boredom of inactivity (Wright ) . In the present study, opportunities lost for working and non-working time were explored during interviews with supporters.
Social costs
Social costs of caregiving refer to the physical and psychological illeffects of caregiving. Such effects may well lead to supporters experiencing higher levels of ill-health than their peer groups (Parker ) . Social costs of caregiving were assessed by exploring supporters' feelings about, and experiences of, caregiving. Additional information on psychological well-being was collected through the -item General Health Questionnaire (Goldberg ) .
The benefits of caregiving
Fulfilment of the routines of caregiving can bring a sense of satisfaction. Economic theory of diminishing marginal utility would predict that caregiving would be subject to the same rules as other activities : the total amount of satisfaction (or utility) with the occupation increases but at a diminishing rate, so that within a given period of time each successive episode of providing care adds less to total satisfaction than the previous episode. Economic approaches subsume all the different types of benefit into one marginal valuation schedule (Smith and Wright ) . Other approaches have sought to discuss more fully the different sources of satisfaction with caregiving. In the present study, the perceived benefits of caregiving were explored by open-ended questions during interviews with supporters.
In terms of the scheme laid out in Table  , there are financial as well as psychological benefits of caregiving, such as reduced expenditure on residual, nursing or hospital care, or on formal community care services. Financial aspects are likely to increase in importance as charging for community-and residential-based social care increases in scope and amount.
Due to methodological problems, no attempt was made to place a monetary value on the social costs and benefits of caregiving. Instead, a descriptive account of the positive and negative effects of caregiving on the well-being of supporters is presented.
Methods of data collection

Identification of frail older subjects
The data for this paper were collected as part of the Resource Implications Study of frail older people (RIS). The sample of frail older people was identified through the Medical Research Council Cognitive Function and Ageing Study (MRC CFAS ).
Stratified random samples were drawn from Family Health Service Authority lists of patients registered with general practitioners. The aim was to achieve at least  interviews in each area, half with people aged between  and  years, and half with people aged  and over. Screening interviews with study subjects were undertaken in four geographically defined areas in England (Newcastle, Nottingham, part of the city of Oxford and a larger part of rural Cambridgeshire). People who were mentally and\or physically frail were identified and invited to participate in RIS. People were defined as mentally frail if they scored a level of confidence of three or more on the organic syndrome cluster of the AGECAT : Automated Geriatric Examination Computer Assisted Taxonomy (Copeland et al.  ; Dewey and Copeland ) . This level has been shown to correspond to a clinical case of dementia. People scoring eleven or more on a modified version of the Townsend Disability Scale were defined as physically frail (Bond and Carstairs  ; Wilkin and Thompson ) . People who met both of the above criteria were defined as mentally and physically frail. There was a small number of subjects who responded only to priority questions within the screening interview either because they were extremely physically frail or ill, or because initial screening items indicated that the individual was so cognitively impaired that responses to other questions would have been inappropriate. They were included with subjects defined as both mentally and physically frail. The screening interviews identified  frail older people.
Identification of informal supporters
This paper is concerned only with those frail older people resident in private households. Such individuals who agreed to participate in RIS were asked to nominate their informal supporters. Formal caregivers and paid supporters of subjects living in private households were not included in the study. For each subject one informal supporter was identified as the key supporter, providing most help. Nominated key supporters were approached three months after the screening interview with the subject and invited to participate in an interview themselves. Follow-up interviews with key supporters were conducted at six months, one year and two years after the initial interview. This paper reports only responses to initial interviews with key supporters.
Representativeness and characteristics of subjects
Of the  frail older people who agreed to participate,  ( per cent) lived in private households and of these  ( per cent) nominated an adult key supporter. Table  summarises the characteristics of subjects by the availability of informal support. Subjects with no informal supporter were more likely to be female, less likely to be married and more likely to be mentally and physically frail only. Comparison of the characteristics of subjects for whom a key supporter was or was not interviewed, suggests little non-response bias, although subjects whose key supporter was not interviewed tend to be younger.
Representativeness and characteristics of informal supporters
Of the  key supporters nominated,  ( per cent) were interviewed. Fifteen per cent of key supporters refused to be interviewed, five per cent of supporters were not approached at the 
" Asterisks in this column indicate significant differences between subjects with no informal supporter and all subjects with informal supporters.
# Asterisks in this column indicate significant differences between subjects whose informal supporter was or was not interviewed.
$ n indicates the minimum number of respondents subject's request, three per cent of supporters were not approached owing to the death of the subject, and the remaining three per cent were not interviewed for some other reason. Analysis of the characteristics of supporters with whom an interview was or was not achieved indicates no significant differences in terms of their gender or relationship to the subject, suggesting little non-response bias. The age of key supporters ranged from  to  years with a median age of  (interquartile range  to  years) ;  per cent were women and  per cent lived with the subject. The main categories of key supporters were spouses ( per cent), daughters ( per cent), sons ( per cent), daughters-in-law ( per cent), other relatives ( per cent) and friends or neighbours ( per cent).
Data collected
During the initial interview, data were collected about the informal supporter and their supporting role. These included relationship to subject, age, gender, living arrangements, type of help provided, the financial, time and social costs associated with caregiving, and the rewards of providing informal support. Data were also collected about the subject during interviews with informal supporters. These included their functional abilities, level of confusion, frequency of challenging behaviours, living arrangements and health status.
Methods of data analysis
The aim of the analysis was to assess the costs and benefits of caregiving and to examine how these varied according to three key explanatory variables -whether the supporter lived with the subject, relationship of supporter to the subject, and type of frailty of the subject (mentally frail only, physically frail only, or mentally and physically frail). Since gender and relationship to supporter are interrelated, gender was also included as an explanatory variable. Stepwise logistic regression was conducted using SPSSx to identify which, if any, of these explanatory variables were the most important predictors of each of the costs and benefits assessed. Once regression had clarified the relative importance of the explanatory variables, appropriate cross-tabulations of the raw data were conducted. Where regression indicated similarities between subgroups, these were combined in the cross-tabulations (e.g. husbands and wives are grouped as spouses where appropriate). The results from these cross-tabulations are presented in the text and tables. In the case of continuous variables, such as the financial costs associated with caregiving, multiple regression was conducted. In view of the skewed distribution of the raw expenditure data, a log transformation of the data was used in the regression. Mann-Whitney tests were then used to test for differences between median values on the raw data, rather than conducting t-tests on the transformed data. Only associations significant at the one per cent level are described in the text, although weaker associations (p .) are noted on the tables.
Relationship between subject and key supporter characteristics
Since the characteristics of subjects may influence the experience of caregiving, we examined the extent to which particular subgroups of supporters were providing support to subjects with more severe, functional, behavioural and cognitive difficulties ( Table ) .
Characteristics of subjects with co-resident and non-resident supporters
Older subjects with co-resident supporters were more likely to be male, married and were younger than those with non-resident supporters (all p ., Table  ). These differences reflect the high proportion of spouse caregivers among co-resident supporters. When older subjects T  . Characteristics of subjects by the relationship of the key supporter to the subject and place of residence " Asterisks in this column indicate significant differences between co-resident supporters according to their relation ship to the subject.
# Asterisks in this column indicate significant differences between supporters living in a separate household according to their relationship to the subject.
$ Asterisks in this column indicate significant differences between supporters according to their place of residence.
with a spouse supporter were excluded there were no significant differences in the demographic characteristics of subjects according to whether or not they lived with their supporter. Co-resident supporters were more likely to report that the subject had some functional incapacity (measured using the Crichton Royal Behavioural Rating Scale ; Wilkin and Thompson ). In particular they reported more difficulties with self-care tasks such as dressing, bathing and feeding. Furthermore, co-resident supporters were more likely to rate the subject as being unable to carry out a range of activities of daily living. Co-resident supporters were more likely to report that the subject wandered or created a disturbance at night, but were less likely to report problems with repetitive speech. Although there were no differences according to co-residency in the overall proportions of subjects reported to have any problems with confusion (using the Crichton Royal Behavioural Rating Scale), supporters who lived with the subject were more likely to report problems with longterm memory, recognising and naming people, and awareness of the location of their bed. It should be noted, however, that some of these difficulties may be explained by the closer contact between co-resident supporters and subjects.
Characteristics of subjects with different types of co-resident supporters
As already described, there were significant differences between the demographic characteristics of subjects supported by a spouse and those with other co-resident supporters. In addition, as Table  shows, spouse caregivers were more likely to rate the subject's health as poor and less likely to report incontinence of urine. Both spouses and daughters were more likely to report difficulties with dressing than were other supporters. Co-resident daughters were more likely to report that the subject was unable to do certain activities of daily living, had incontinence of bowels and at least one frequent challenging behaviour. Subjects living with daughters were also more likely to be reported as having problems with recognising and naming people, orientation on outings and hold a normal conversation.
Characteristics of subjects with different types of non-resident supporters
As can also be seen in Table  , subjects supported by a daughter living in a separate household were more likely to be married than those supported by other relatives or friends and neighbours. While daughters were more likely to report that the subject was unable to reach an overhead shelf and had difficulties with dressing, they were less likely to report difficulty with tasks requiring fine motor co-ordination. As with co-resident supporters, subjects supported by daughters were more likely to be reported as having at least one frequent challenging behaviour and difficulties holding a normal conversation.
These findings indicate that older subjects with co-resident supporters were more likely to be reported as having functional difficulties than those with non-resident supporters, but were relatively similar in terms of cognitive impairment. Although subjects supported by spouses differed significantly in demographic characteristics to those with other co-resident supporters, there were relatively few other differences in functional or cognitive abilities. There was some evidence that subjects supported by co-resident daughters were more likely to have difficulties with recognising and naming people, orientation and communication than those who lived with other supporters, although this was not reflected in overall measures of cognitive function such as the Mini Mental State Examination (Folstein et al. ) or the confusion subscale of the Crichton Royal Behavioural Rating Scale (Wilkin and Thompson ) . Among non-resident supporters, daughters appeared to be supporting subjects who tended to have more difficulties than those supported by others, although the differences were not large and were not reflected in overall measures of physical or cognitive functioning. These differences in the characteristics of subjects supported by different types of caregivers, are important in interpreting the differences in the costs and benefits of caregiving to be presented. It is important to note, however, that many of the variables examined are based on subjective assessments made by supporters ; these assessments are unlikely to be independent of the supporters' experience of and feelings about caregiving.
Nature of informal support
Frequency and type of help provided
Nearly all co-resident supporters reported that they helped every day, compared with only  per cent of non-resident supporters (p ., Table ) .
Informal supporters were asked whether they helped with a range of activities of daily living (ADL) and instrumental activities of daily living (IADL). These activities were identified as being representative of a range of activities with which subjects might receive help. That subjects received help does not necessarily mean they were unable to do the activity themselves. Similarly, that key supporters did not help with an activity does not necessarily mean that the subject received no help, since other supporters (either paid or informal) may have provided assistance. The help provided by key supporters is shown in Figure  . A caring typology, summarising the types of help provided with ADL and IADL, was devised by Parker and Lawton () for their secondary analysis of the General Household Survey. Although data were not collected on an identical range of caring tasks in our study, it was nonetheless possible to construct approximately these categories from the available data. The typology includes six mutually exclusive categories : personal and physical care ; personal not physical care ; physical not personal care ; practical and other help ; practical help only ; and other help only. Personal care includes help with activities such as dressing, washing, toileting and feeding. Physical care is concerned with the provision of help with getting about. The first three categories are based only on involvement in personal or physical care tasks, regardless of any other types of care the supporter provides. The remaining categories are used where neither personal nor physical care is given. Practical and other help includes a combination of help with domestic tasks (e.g. shopping, meals, housework) and help with finances or giving medicines or both of these. Practical help only is used where help is provided solely with domestic tasks. Other help is used to describe help with finances and\or giving medicines only (Parker and Lawton ). The final two categories were combined in the present analyses because of the small numbers of supporters providing these types of help ( 
" Frequency and type of supporter were significantly associated with place of residence of key supporter at p ..
# n indicates minimum number of respondents.
The type of help provided by supporters varied significantly according to their place of residence (p .). Co-resident supporters were more likely to provide personal care (either with or without physical care) than non-resident supporters. Once place of residence was taken into account there were few significant differences in the type of help provided according to the relationship between the supporter and the subject. Among co-resident supporters, wives were more likely to provide personal not physical care ( per cent compared with  per cent of other supporters, p .) and were less likely to provide physical not personal care ( per cent compared with  per cent of other supporters, p .). Among non-resident supporters, friends and neighbours were more likely to provide practical or other help only ( per cent compared with  per cent of other supporters, p .).
Type of frailty was also an important predictor of help provided. Supporters of mentally frail subjects were less likely to provide help with personal and physical care ( per cent compared with  per cent of supporters of physically frail subjects and  per cent of supporters of mentally and physically frail subjects, p .). Supporters of physically frail subjects were more likely to provide physical not personal care ( per cent compared with  per cent of supporters of mentally frail subjects and  per cent of supporters of mentally and physically frail subjects, p .). Supporters of mentally frail subjects were more likely to provide practical and\or other help ( per cent compared with  per cent of supporters of physically frail subjects and  per cent of mentally and physically frail subjects, p .).
Availability of other informal supporters
Forty-two per cent of all key supporters reported that they were the only informal supporter who helped the subject with activities like collecting prescriptions, helping with the payment of bills, doing housework or giving help with dressing. The remaining supporters identified a total of  other informal supporters. The majority of these supporters ( per cent) were assisted by only one other informal supporter, although in a small number of cases there were three or four other informal supporters ( per cent and six per cent respectively). Co-resident supporters were less likely to identify other supporters ( per cent compared with  per cent of non-resident supporters, p .).
Costs and benefits of caregiving
Financial costs of informal support
Expenses incurred by supporters are shown in Table  . Seventy-eight per cent of supporters reported no additional costs due to travelling, either because they lived with the older subject ( per cent) or within walking distance ( per cent) or did not have to pay for travel ( per cent). Not surprisingly friends or neighbours were less likely to report travel costs than other non-resident supporters ( per cent compared with  per cent of other supporters, p .). Among those with travelling expenses, the median weekly expenditure was £., with daughters reported as spending significantly more than other supporters (p .).
The majority of supporters ( per cent) reported that they personally did not have any other extra expenses due to caregiving ; this was independent of co-residency, relationship and type of frailty. For those with additional expenses, the median weekly outlay was £., with daughters reporting significantly greater weekly expenditure than other types of supporters (p .).
Taking both travel costs and other expenses into account,  per cent of supporters had financial costs associated with caregiving. Overall, only eight per cent of supporters reported both travel and other expenses ;  per cent had travel expenses only and  per cent had other expenses only. Co-resident supporters were less likely to report 
Time costs of informal support
The frequency and regularity of contact between supporters and subjects was estimated using a contact grid covering the seven-day period preceding interview. Of  supporters interviewed, only  provided incomplete data for this grid and six supporters reported no contact in the previous seven days for appropriate reasons (e.g. the subject or supporter had been away from home). Excluding these supporters, Figure  shows the pattern of contact between supporters and older subjects during the different recording periods of the day. It indicates that, on the whole, supporters were either in contact every night or never in contact during the night, and that contacts were more likely to be variable during the morning, lunch-time and the evening. Based on the information recorded on the contact grid, on up to four days, but the timing of contacts varied ; supporters with a regular pattern of contact consistently called at the same time (usually a meal time) between three and seven days ; supporters in contact most of the time on most days had some contact every day and spent several time periods with the subject on most days ; the final group comprises supporters who had some contact at every time point every day. This does not necessarily imply that they were in continuous contact, since the supporter may only have been present for part of a time period. Co-resident supporters were, not surprisingly, more likely to be in contact most of the time on most days or all of the time. This was particularly likely to be the case for spouses ( per cent), but also for other co-resident supporters ( per cent). These data raise the " Asterisks in this column indicate significant differences between supporters according to their place of residence.
$ n indicates the minimum number of respondents.
conceptual and methodological problem of seeking to measure the opportunity cost of support through contact time ; for example, where older people are not frail we would expect to see similar patterns of contact between household members. Non-resident supporters who have frequent contacts are likely to incur the greatest opportunity costs. Five per cent of non-resident supporters were in contact at least most of the time on most days. This high level of contact is likely to have meant that such supporters have substantial opportunity costs.
Impact of caregiving on employment.
Supporters who were currently in paid employment were asked whether caregiving caused any problems with their work and vice versa. Table  shows that over one-quarter of supporters reported that work caused problems with caregiving. Co-resident supporters were more likely to report that caregiving caused problems with work (p .).
Supporters currently in employment were also asked whether they had changed or reduced their hours of work because of the demands of caregiving. Overall,  per cent had altered their working arrangements : more specifically, six per cent had changed their hours and nine per cent had reduced them. Overall, daughters were more likely to have changed or reduced their hours ( per cent compared with six per cent of other supporters, p .).
Amongst supporters of working age, those who had worked previously but were not currently in employment were asked their " Asterisks in this column indicate significant differences between supporters according to their place of residence.
reason for giving up work. Of  respondents,  per cent reported that they had given up work to support the subject. Type of frailty was the most important predictor of leaving work with supporters of mentally and physically frail subjects being most likely to withdraw from work because of caregiving ( per cent compared with  per cent of supporters of mentally frail subjects and  per cent of supporters of physically frail subjects, p .).
Of those supporters of working age who were not currently in employment but reported that they would like to have a paid job,  per cent gave supporting the subject as their reason for not working. Daughters were more likely to cite ' caring for the subject ' as the reason for not being in paid employment ( per cent compared with  per cent of other supporters, p .).
Impact of caregiving on unwaged time.
The impact of caregiving on unwaged time, as Table  shows, was more prevalent than on working time. Around one-third of supporters reported that caregiving prevented them from going out to meet other people, and about onequarter reported being excluded from social activities or unable to go on holiday within the last year due to caregiving. Overall,  per cent of supporters reported at least one of these restrictions, but only a small minority (eight per cent) reported all three restrictions. Co-residency was the most important predictor of these restrictions, with co-resident supporters being more likely to report each of these restrictions and to report all three restrictions (all p .). The relationship of the supporter to the subject was also related to restrictions, particularly for non-resident supporters. Among such supporters daughters were generally most likely and friends and neighbours least likely to report each of these restrictions (all p .), although sons and daughters were equally likely to report withdrawing from social activities due to caregiving ( per cent compared with six per cent of other nonresident supporters, p .). The gender of co-resident supporters was a significant predictor of restrictions in visiting other people ( per cent of female compared with  per cent of male supporters, p .).
The impact of caregiving on unwaged time was also significantly associated with type of frailty, with supporters of subjects who were mentally and physically frail being most likely to report restrictions. Over half of such supporters felt that caregiving prevented them from going out to meet other people ( per cent compared with  per cent of supporters of mentally frail only subjects and  per cent of supporters of physically frail only subjects, p .). Supporters of subjects who were mentally and physically frail were also more likely to have withdrawn from social activities ( per cent compared with  per cent of supporters of mentally frail subjects and  per cent of supporters of physically frail subjects, p .) and to have been unable to go on holiday due to caregiving ( per cent compared with  per cent of supporters of mentally frail subjects and  per cent of supporters of physically frail subjects, p .). The likelihood of reporting all three of these restrictions was also associated with frailty type ( per cent of supporters of mentally and physically frail subjects compared with six per cent of supporters of mentally frail subjects and six per cent of supporters of physically frail subjects, p .).
Social costs of informal support
The social costs of informal support were assessed by asking supporters about their feelings and experiences of caregiving, whether their health had been affected by caregiving and by using the -item General Health Questionnaire (GHQ) to measure general well-being (Goldberg ). As can be seen from Table , worrying about accidents (most often falling) was the most commonly expressed social cost. Around half of the supporters felt frustrated with the caregiving situation or felt angry with the frail older subject. Supporters were slightly less likely to report feeling depressed by the subject's condition or angry about the caregiving situation. Only a minority of supporters felt depressed by the caregiving situation or embarrassed by the subject's condition. Overall, around one-third of supporters felt that their health had been affected by caregiving and a slightly higher proportion scored five or more on the GHQ , indicating possible psychiatric morbidity. Nearly all supporters ( per cent) identified at least one social cost of caregiving. Logistic regression indicated the importance of both the relationship of the supporter to the subject and type of frailty in predicting the social costs of caregiving. Table  shows that daughters were generally most likely, and friends or neighbours generally least likely to express each of these social costs. The exceptions to this general pattern were that spouses were as likely as daughters to have a high GHQ score and friends and neighbours were as likely as spouses and other relatives to say that they felt angry about the caregiving situation.
The social costs of caregiving by type of frailty are shown in Table   . Not surprisingly, these were generally greater for supporters of older people who were both mentally and physically frail, although for one variable (feeling angry about the situation) the difference according to frailty type was not statistically significant. Supporters of subjects who were mentally or physically frail only appeared to have broadly similar experiences of caregiving in terms of the social costs, although supporters of subjects who were mentally frail only were less likely to identify any social costs.
Co-residency was a significant predictor of only two of the social costs of caregiving : co-resident supporters were more likely to report that T  . 
n indicates the minimum number of respondents. * p ., ** p ., *** p ..
their health had been affected ( per cent compared with  per cent of non-resident supporters, p .), and to have a high GHQ score ( per cent compared with  per cent of non-resident supporters, p . ; see also Resource Implications Study Group ). Two other variables emerged as important predictors of individual social costs. The likelihood of worrying about accidents was significantly greater for all next generation supporters ( per cent of sons and daughters compared with  per cent of other supporters, p .).
The proportion of supporters whose health had been affected by caregiving was significantly related to gender ( per cent of male and  per cent of female supporters felt that their health had been affected, p .). The relationship of the supporter remained a significant predictor even after taking these gender differences into account, with daughters being more likely than other female supporters to report that their health had been affected ( per cent compared with  per cent of other female supporters, p .).
The benefits of informal support
Of  respondents  per cent identified something good and\or rewarding about caregiving ( Table ) . The most common themes ( per cent of supporters) were that they were able to improve the subject's well-being, for example by helping to keep the subject healthy, or had a sense of satisfaction or achievement. Around a third felt that they were appreciated by the subject or mentioned companionship as a benefit. Other benefits identified by smaller proportions of supporters included enabling the subject to remain at home, a sense of reciprocating for past help and a feeling of fulfilling one's duty. The positive aspects of caregiving were not consistently related to type of frailty, relationship of supporter or place of residence and three benefits were not significantly predicted by any of these variables. Supporters who were friends or neighbours or other relatives of the subject were more likely to identify feeling appreciated as a benefit of caregiving than other supporters ( per cent of friends,  per cent of other relatives compared with  per cent of spouses and daughters, p .). Companionship was less likely to be identified as a benefit of caregiving by supporters of subjects who were both mentally and physically frail ( per cent compared with  per cent of supporters of mentally frail subjects and  per cent of supporters of physically frail subjects, p .). Companionship was more likely to be mentioned as a benefit by co-resident supporters ( per cent compared with  per cent of non-resident supporters, p .). Co-resident supporters were also more likely to identify enabling the subject to remain at home as a benefit ( per cent compared with nine per cent, p .). Among co-resident supporters, sons and daughters were more likely to identify this as a benefit than other types of supporters ( per cent compared with  per cent of other co-resident supporters, p .). Next generation supporters were also more likely to feel that caregiving provided an opportunity to repay the subject for past help ( per cent compared with eight per cent of other supporters, p .). Finally, supporters of subjects who were both mentally and physically frail were more likely to say that there were no benefits of caregiving ( per cent compared with three per cent of supporters of mentally frail subjects and three per cent of supporters of physically frail subjects, p .).
Discussion
New data have been used to examine the costs and benefits of informal caregiving for older people who are mentally and\or physically frail. These cross-sectional data confirm many of the observations made about informal caregiving in small local cross-sectional or qualitative studies (e.g. O'Connor et al.  ; Bowling  ; Lewis and Meredith  ; Ungerson ). Reflecting contemporary informal caregiving in the UK, the data highlight the different costs and benefits that informal supporters face according to whether they live with the older person, their relationship to the older person and type of frailty of the older person.
Costs and benefits associated with co-residency
Consistent with previous studies (e.g. Arber and Ginn  ; Parker and Lawton ), greater involvement in caregiving was evident for coresident supporters in terms of the type and frequency of help provided ( Table ) . Co-resident supporters were less likely to identify other informal supporters who assisted with caregiving. Co-resident supporters were more likely to provide help with a range of personal care tasks and this may explain some of the differences in the type and frequency of help provided. Gender differences may also account for some of the differences, male subjects may receive more assistance with domestic tasks due to traditional gender role assumptions and there was a significantly higher proportion of male subjects in the co-resident group (Table ) . Although co-resident supporters were less likely to identify additional financial costs, among supporters with expenses, coresident supporters estimated significantly greater financial expenditure. There was also evidence of increased opportunity costs for this group of supporters. In terms of paid employment, co-resident supporters were more likely to report that caregiving presented problems with work (Table ) . However, there was no evidence that overall this group of supporters were more likely to have limited their participation in the labour market due to caregiving. The impact of caregiving on unwaged time was significantly greater for co-resident supporters, both for routine activities such as getting out to visit other people or participating in social activities, and for infrequent activities such as going on holiday ( Table ) .
Consistent with their greater involvement in caregiving and associated increase in opportunity costs, co-resident supporters were more likely to report that their health had been affected by caregiving and to score five or more on the GHQ, indicating increased likelihood of psychiatric illness (Table ) . Finally, there were some differences in the benefits associated with caregiving reported by co-resident and other supporters. Co-resident supporters were more likely to identify companionship and enabling the subject to remain at home as benefits (Table ) .
Costs and benefits associated with relationship of the key supporter
Spouses as key supporters. Previous studies have found that, despite poor health, older spouse caregivers do not report caregiving as particularly stressful (Johnson and Catalone  ; Wenger  b) . In the present study, wives were less likely than other co-resident supporters to provide physical but not personal care. This may reflect the greater age of wife supporters, many of whom were frail themselves and therefore less able to assist with physically supporting the subject. As would be expected, spouses had higher levels of contact than other types of coresident supporters. With these exceptions, perhaps surprisingly in view of the significantly different characteristics of the subjects supported by spouses (Table ) , there were few differences in the costs and benefits of caregiving reported by spouses and other types of supporters, or between husbands and wives.
Daughters as key supporters. Small-scale studies of daughters as caregivers have documented the stress and ' burden ' created by their caregiving status (Lewis and Meredith  ; Ungerson ). Data presented here provide considerable evidence that daughters have a quantitatively different experience of caregiving from other types of supporters. These results need to be interpreted in the context of Table   , which shows some differences in the characteristics of older subjects supported by daughters, but these do not appear to be pronounced enough to adequately explain all of the differences identified. More detailed multivariate analyses including additional potential explana-tory variables would clarify whether other factors contribute to the differences between daughters and other supporters reported in this paper.
Although daughters were not more likely than other types of supporters to have travel expenses or other additional expenditure related to caregiving, among those with expenses, daughters reported spending significantly more than other types of supporters. It is probable that identifying financial costs specifically associated with caregiving is easier for some types of supporters than others. Supporters who are spouses or lifelong co-residents may be more likely to underestimate expenses than other supporters, since they may view the household as a single income unit. In contrast, where the supporter lives in a separate household or where co-residency is relatively recent, it may be easier to separate expenses due to caregiving from more general household expenditure. The greater expenses associated with caregiving reported by daughters, may be due partially to their increased ability to allocate expenditure, rather than to differences in expenditure. A more sophisticated methodology would be needed to explore issues of expenditure in more detail, and would need to be carried out as the sole focus of a study in order to avoid over-burdening respondents.
There was evidence also that daughters experienced greater opportunity costs. Daughters were more likely than other supporters to respond to the conflict between paid employment and caregiving by limiting their involvement in the labour market, either by reducing their hours or by not taking up paid employment. There is a strong chance that this would have affected their financial position. The impact of caregiving on unwaged time was also significantly greater for daughters. There may, however, be difficulties in disentangling cause and effect when assessing opportunity costs. For example, the high proportions of supporters reporting that caregiving had led to restrictions on their social activities and withdrawal from the labour market, may partially reflect the social acceptability of caregiving as a justification for not engaging in these activities. It is likely that an increase in caregiving activities and time spent caregiving would be associated with each of these events, although not necessarily the cause of them.
In view of these greater financial and opportunity costs, it is not surprising to find that daughters were more likely to express each of the social costs of caregiving. In contrast to the above findings, there were few significant differences in the benefits of caregiving reported by daughters and other supporters. All next-generation supporters were more likely to identify enabling the subject to remain at home and repaying the subject for help given previously, as benefits of caregiving.
Friends and neighbours as key supporters. Political rhetoric often highlights the importance of friends and neighbours as potential caregivers. Although friends and neighbours have been shown to be involved in providing social support (Wenger  a), friendship is not a particularly suitable basis for care provision (Allan ) . In the present study, this group of supporters, virtually all of whom lived in a separate household, were least heavily involved in caregiving. Although there were no differences in the frequency with which help was provided, the most common type of help provided by friends and neighbours was assistance with practical or other tasks only. Reflecting this generally low involvement in caregiving, there was little evidence of significant social costs being borne by friends or neighbours. Friends or neighbours were less likely than other types of supporters to identify each of the social costs of caregiving, with the exception of feeling angry about the situation. Compared with other supporters, friends or neighbours were more likely to identify feeling appreciated as a benefit of caregiving.
Costs and benefits associated with type of frailty
Supporters of older subjects who were both mentally and physically frail, in general identified greater costs and fewer benefits of caregiving than those who were supporting an older person who was either mentally or physically frail only. As would be expected the type of help provided was significantly associated with type of frailty, with supporters of mentally and physically frail subjects being most likely to provide personal and physical help.
Whether or not supporters incurred any travel or other expenses (and the amount of such expenses) was independent of frailty type. Although there were no differences in the impact of caregiving on current paid employment, supporters of mentally and physically frail subjects were more likely to have withdrawn from the labour market by giving up a paid job in order to provide support. This may have significant implications for the financial circumstances of such supporters, both short and long term. The findings are in contrast to those of Philp et al. () , who found that supporters of older people with dementia were more likely to have substantial additional household expenditure, but were no more likely to have taken early retirement than supporters of non-demented older people. These discrepancies in results probably reflect the different sampling approaches used to identify people with dementia in the two studies. Furthermore, the comparator group used by Philp et al. () is likely to have included older people who would not have been defined as physically frail in our study.
Although there were no differences in the amount of contact with the subject according to type of frailty, the impact of caregiving on unwaged time was significantly greater for supporters of mentally and physically frail subjects.
Each of the social costs associated with caregiving was most likely to be reported by supporters of subjects who were mentally and physically frail ( Table ) . Of particular significance are the higher proportions of supporters of mentally and physically frail subjects reporting that caregiving had adversely affected their health and scoring five or more on the GHQ ( Table ) .
The greater difficulties experienced by many of the supporters of mentally and physically frail subjects, were mirrored in the finding that such supporters were most likely to report that there were no benefits or positive aspects of caregiving. Companionship was also less likely to be identified as a benefit of caregiving. The differences in reported costs and benefits by supporters of subjects who were either mentally or physically frail were small and on the whole insignificant.
Implications for public policy
There are a number of assumptions underpinning public policy on support for older people who are physically or mentally frail. Two are particularly relevant to the findings of this study. First, it is assumed that family and kin are available to provide high levels of support to their older relatives. Our data confirm other studies that this continues to be the case. However, trends such as changes in the structure and size of the family, increased geographical mobility in the working population, retirement migration and increased economic activity by women might challenge this assumption in the future (Bond and Buck  ; McGlone and Cronin  ; Allen and Perkins ).
A second assumption of public policy is that families, friends and neighbours are willing to provide the necessary support. Again our data suggest that this is generally the case, but with the caveat that friends and neighbours are not generally involved in providing intensive support and are therefore not exhibiting the same commitment or sense of obligation observed among family members, particularly daughters and spouses. It is difficult to assess whether the current solidarity across the generations will survive the stresses of contemporary life, the changing nature of family life and the decreasing support of the State. A number of practical responses to the needs of informal supporters, however, are feasible within the continuing climate of cost containment. Interventions can be directed towards decreasing the costs and increasing the benefits of caregiving.
Reducing the costs of caregiving
Reducing financial costs. A significant minority of caregivers respond to conflicts between paid employment and caregiving by reducing their involvement in the labour market, either by withdrawing from paid employment, reducing their hours or not taking up paid work. In the long term, trends in pension provision will become a disincentive for people to give up work or reduce working hours in order to provide informal support. A major policy incentive would be for the State to pay full-time national insurance and pension contributions to caregivers.
Attendance allowances are essential to enable some caregivers to continue to support frail older people at home, but they have a poor take up (McLaughlin ). Methods to improve the targeting and take up of this benefit would help maintain frail older people at home. The allowance can be used to buy in social services and private help which could benefit older people and caregivers. Invalid Care Allowance is payable to caregivers who are of working age and providing at least  hours of care each week. These criteria are likely to exclude many of the younger caregivers in our sample who provide less intensive support but nonetheless report loss of employment opportunities or reduced earnings.
Reducing opportunity costs. While only a minority of supporters had reduced their involvement in paid employment, nearly half reported reduced leisure opportunities as a result of caregiving. Increased provision and improved targeting of respite care would be of benefit to many informal supporters and their older relatives. Respite care can take many forms (Levin et al. ) and could be used in a variety of ways. Regular respite could enable some supporters to continue in paid employment, sitting services could enable supporters to pursue some leisure activities, while holiday respite could enable those who want a longer break to ' recharge their batteries '. Informal supporters of mentally and physically frail people would particularly benefit from respite care since they reported greater disruption to their social lives than supporters of other types of frailty. Respite care is not a panacea, however, and has to be a flexible service which matches the needs of both caregivers and those they care for.
Developing a broader network of informal supporters is an alternative strategy which would reduce the opportunity costs experienced by supporters. Previous studies have described the way in which caregiving tends to devolve on a single informal supporter and have commented on the rarity of genuinely shared care (Sinclair et al.  ; Twigg and Atkin ) . Further research is needed to identify the barriers to shared informal care and to develop interventions to address these. However, the likely difficulties in increasing the number of supporters actively involved in caregiving should not be underestimated (Sinclair et al. ) .
Reducing social costs. A common theme throughout the psychological and medical literature is the evidence that caregiving is stressful to many informal caregivers, and that stress will lead to a breakdown in informal support (see, for example, Gilhooly  ; Zarit et al. , Gilleard  ; Levin et al.  ; Jerrom et al.  ; Levin et al. ) . Voluntary organisations have in general responded rather better to the challenge to develop innovative approaches to controlling stress than have the public health and personal social services. Strategies shown to be effective in reducing the social costs of caregiving include : providing emotional support, providing information and training in caregiving skills and providing mainstream services.
Individual psychosocial interventions have been more successful than support groups in helping people to cope with the stress of caregiving (Knight et al. ) . Regular telephone contact with a nurse has been shown to benefit outpatients with chronic illness who live alone, in terms of psychosocial adjustment (Roberts et al. ) , and may provide an appropriate model to adapt for vulnerable caregivers (Skipwith ) .
Studies have highlighted caregivers' lack of knowledge and understanding of conditions such as stroke (Wellwood et al. ) , and many support groups for caregivers have included an educational component (e.g. Toseland and Rossiter ). Training programmes addressing issues such as stress management and the management of challenging behaviour would benefit supporters of subjects with disruptive behaviour.
Finally, reviews have demonstrated the effectiveness of services such as home helps and respite care in reducing caregiver stress (e.g. Sinclair et al.  ; Twigg et al.  ; Melzer et al. ) . Public services need to recognise the greater needs of co-resident caregivers, particularly daughters and to target vulnerable groups.
Increasing the benefits of caregiving
Some of the benefits identified by informal supporters are difficult for policy makers and service providers to address (for example, feelings of reciprocity). One benefit which would be relatively cheap and straightforward to achieve is raising caregivers' self esteem, particularly since our data suggest that currently those supporters who are most involved are least likely to feel appreciated. Enhancing caregivers' sense of achievement and satisfaction by improving the well-being of the cared-for person would also help to maximise the perceived benefits of caregiving.
Financial incentives in a variety of forms may be necessary to maintain the level of informal support in the next century. Although friends and neighbours provided less intense support than family caregivers, nearly half of these supporters reported feeling angry about the caregiving situation, suggesting that a greater reliance on this group in the future may lead to alienation of potential supporters. Financial support might be necessary to maximise the potential support available from this group.
Maintaining the health and morale of informal supporters has been a major objective of the reorganisation of community care (Secretaries of State for Health et al. ). At a time of continuing costcontainment policies within public services, the targeting of services on vulnerable groups of caregivers is necessary. This study has identified these as being co-resident supporters, supporters of people who are both mentally and physically frail, and daughters. In targeting these groups it will be important that public services do not fail to monitor other less vulnerable groups. Finally, it is essential to respect supporters' own perceptions of the services they require, and to empower them to continue their support in the way which best suits their needs and the needs of the person they are supporting.
